Objective. To describe core principles and processes in the implementation of a navigated care program to improve specialty care access for the uninsured. Study Setting. Academic researchers, safety-net providers, and specialty physicians, partnered with hospitals and advocates for the underserved to establish Project AccessNew Haven (PA-NH). PA-NH expands access to specialty care for the uninsured and coordinates care through patient navigation. Study Design. Case study to describe elements of implementation that may be relevant for other communities seeking to improve access for vulnerable populations. Principal Findings. Implementation relied on the application of core principles from community-based participatory research (CBPR). Effective partnerships were achieved by involving all stakeholders and by addressing barriers in each phase of development, including (1) assessment of the problem; (2) development of goals; (3) engagement of key stakeholders; (4) establishment of the research agenda; and (5) dissemination of research findings. Conclusions. Including safety-net providers, specialty physicians, hospitals, and community stakeholders in all steps of development allowed us to respond to potential barriers and implement a navigated care model for the uninsured. This process, whereby we integrated principles from CBPR, may be relevant for future capacity-building efforts to accommodate the specialty care needs of other vulnerable populations. Key Words. Uninsured/safety-net providers, integrated delivery system, communitybased participatory research, demonstration project, access to care
One program, Project Access, is responding to these concerns by creating a network of specialists and hospitals willing to provide donated care for uninsured and underinsured patients and integrating this care through patient navigation (Cofer 2008) . The model has been replicated in communities throughout the United States (Ablah, Wetta-Hall, and Burdsal 2004; Baker, McKenzie, and Harrison 2005) . Core principles and processes of implementing Project Access may be relevant for policy makers seeking to increase the capacity of the safety-net system to accommodate the specialty care needs of the uninsured (Lavis et al. 2002) and of the growing number of Medicaid beneficiaries expected to enter the safety-net system in 2014, when legislation from PPACA takes effect.
Accordingly, we aimed to describe the 2-year process of developing and implementing Project Access in New Haven, Connecticut. Using a case-study approach, we report how the core principles of community-based participatory research (CBPR) were applied to address barriers to participating in an expanded safety net for the uninsured, and ultimately, to engage community stakeholders in all phases of implementation of Project Access-New Haven (PA-NH), including (1) assessing the scope of the problem of access to specialty care for the uninsured; (2) defining the goals of the project; (3) engaging new providers in the safety net, including specialists in private practice; (4) establishing the evaluation and research agenda, including the review of early findings from the first 46 patients enrolled; and (5) disseminating and translating research findings (Israel et al. 2010) . Deliberate attention to these key stages of implementation may facilitate the expansion of the safety-net system for vulnerable populations in communities nationwide.
METHODS

Conceptual Framework: Core Principles Guiding Implementation
We were guided by a conceptual framework informed by principles from the field of CBPR (Israel et al. 2005) . CBPR is an effective method for engaging stakeholders in capacity-building efforts aimed at improving health outcomes for vulnerable populations (Israel et al. 2010; Schmittdiel, Grumbach, and Selby 2010) . CBPR is built on the principle that when consumers of the research are involved in all steps of the project, outcomes are more relevant to the community needs and, therefore, the community members are more likely to sustain the outcomes long after the research project is finished. Another hallmark of CBPR is its commitment to action or translating research into practice.
Expanding the Safety Net of Specialty Care for Uninsured
Our team hypothesized that the successful implementation of Project Access would depend on our identifying and building collaborative relationships with each of the groups within our community with a vested interest in the uninsured. Figure 1 outlines our model of an expanded safety net of providers for the uninsured, which includes the CHCs, individual physicians and practices, hospitals, and nonprofit service organizations intimately familiar with the needs of the uninsured, as well as local foundations and policy makers, who were driving local health care reform efforts. As the figure illustrates, we hypothesized several potential barriers that potentially would impact their willingness to participate in and/or support Project Access (Chaudry et al. 2003; Cunningham and O'Malley 2009) . Importantly, these barriers were identified during the 2-year development phase and targeted as opportunities to apply core principles from CBPR to engage providers in the process of 
Program Intervention: Project Access
Project Access is an organized system of specialty care for the uninsured. The model first emerged in Asheville, North Carolina, in 1996, and has since been replicated with substantial variation in program goals and capacity, in over 50 cities nationwide (Baker, McKenzie, and Harrison 2005) . When optimally implemented, Project Access expands the safety net of providers caring for the uninsured to include the majority of community specialty physicians, most of whom are in private practice, along with all local hospitals, to provide donated care for the uninsured. At the core of the program are patient navigators who, using a patient-centered approach, help patients to (1) schedule medical appointments and tests; (2) access free or discounted prescription medication; (3) negotiate language and literacy barriers; and (4) connect with healthrelated resources. Additionally, patient navigators empower patients to be more proactive, facilitate communication among participating primary care and specialty physicians, and help execute the care plan. Several Project Access sites have demonstrated timely access to specialty care, patient and physician satisfaction, and a reduction in visits to the emergency department among enrollees. Following a community assessment of the unmet health care needs of the residents of New Haven (described in detail below), we recognized that access to specialty care for the uninsured was a significant problem in our community. As we were in the midst of a recession and a vitriolic national health care debate, the Project Access model emerged as a potential intervention to address access to care in New Haven. The model appeared feasible as it involved coordinating volunteer health care; thus, all funding would be invested in patient navigation. Other Project Access sites had demonstrated that for every $1 invested in patient navigation, $4-$5 of donated care was rendered. Furthermore, patient navigation was increasingly being recognized as a potential method of improving quality and appropriate care utilization (Peikes et al. 2009 ).
Data Sources
To guide the process of implementing PA-NH, we applied a triangulation approach to understand the principles, tasks, and data needed to accomplish Expanding the Safety Net of Specialty Care for Uninsuredeach implementation step (Yin 1999) . We considered multiple data sources to inform these steps, including CHC and hospital administrative records; indepth interviews with both early supporters and skeptics of the model; site visits to other Project Access programs; and policy briefs and health services literature related to access to care for the uninsured. In addition, to affirm program fidelity in reaching the targeted population, we performed a preliminary review of data collected from patient surveys. In the results below, we describe how these data sources were used to inform each implementation step. The Institutional Review Board of Yale University approved this study.
RESULTS
From August 2008 through August 2010, a team comprised of academic researchers, primary care physicians, specialty physicians in private practice, and advocates for the underserved partnered to form PA-NH, a 501©3 organization aimed at improving access to specialty care among the uninsured. Table 1 describes the core components of this process, which are elaborated in turn.
Assess the Scope of the Problem CBPR Builds on Strengths and Resources within the Community. We conducted a comprehensive, systematic baseline needs assessment of the community, including insurance trends, problems associated with lack of insurance, the quality of access to primary and specialty care, and reliance on safety-net providers (e.g., emergency departments and hospitals) in New Haven. We used multiple sources of data, including: (1) systematic review of the literature; (2) key informant interviews with eleven members of the medical community of New Haven; (3) review of administrative data systems from one CHC to define wait-times for primary care and specialty care appointments; and (4) reports from other community assessments and from local policy organizations (Hartwig 2002; Connecticut Health Policy Brief 2009) .
From this community needs assessment, it emerged that primary care in New Haven was robust; despite the growing number of uninsured, the CHCs were able to accommodate the primary care needs of the uninsured. However, there was frustration with long wait-times for specialty appointments and broken communication systems among primary care providers and specialists. From key informant interviews, we learned that the rising number of 6 HSR: Health Services Research uninsured was disproportionately affecting Latino and African American adults, and that this further contributed to health care disparities. They highlighted several common barriers experienced by these groups to accessing care for both acute and chronic medical conditions, including transportation and language interpretation, along with mistrust of the medical system and fear of excessive medical bills. An assessment of the baseline characteristics of the first 46 patients enrolled in PA-NH, from September 2010 to December 2010, supported the data from the key informant interviews ( Table 2 ). The mean age of this early group of enrollees in PA-NH was 42.8 years. Most were either Latino (76.1 percent) or African American (13 percent); half were unemployed. Chronic illness was prevalent (52.2 percent), and over one quarter had an emergency department visit in the past year. Nearly 70 percent avoided care due to cost, and most (56.6 percent) experienced difficulty accessing care. In addition, patients faced challenges in adhering to the care plan, as evidenced by 43.5 percent not filling a prescription because of cost. The most common self-reported barriers to access in the year prior to enrollment were cost (52.2 percent), language barriers (26.1 percent), transportation (26.1 percent), work-schedule conflicts (13.0 percent), and child care issues (6.5 percent).
To address these barriers, PA-NH has hired all bilingual patient navigators, who can culturally identify with the challenges faced by the local community. Patient navigators do not have a clinical background, but they have excellent interpersonal skills, are organized and proactive, and have a passion for advocacy. All patient navigators receive education about local healthrelated resources and attend a 3-day training workshop given by the Harold P. Freeman Patient Navigation Institute in New York City. In addition, to address language barriers, hospitals are providing free telephone interpretation services for all PA-NH physician visits, and all materials are produced in both English and Spanish--the two most common languages spoken by the uninsured in New Haven.
Engage Key Stakeholders
Invest in Long-Term and Robust Relationships with Partners. Our process for engaging key stakeholders in the implementation of Project Access was threefold. First, we interviewed leadership of the two New Haven CHCs and three nonprofit organizations providing social services to many African American and Latino residents in New Haven, groups who were disproportionately 8 HSR: Health Services Research affected by lack of insurance. We also met with the deputy mayor, and two senior administrators from the New Haven Department of Health, along with the philanthropy arms of two local businesses who were committed to helping vulnerable populations. We conducted in-depth interviews with these community leaders to (1) understand their perspective of the health care needs of the uninsured; (2) inform them about Project Access--as it exists in other communities; and (3) reconcile barriers to participation. Second, we engaged local health care leadership and potential volunteer providers. We met with senior administration of both local hospitals (Yale New Haven Hospital and the Hospital of Saint Raphael), including the chief executive and operating officers, chairs of medicine and surgery, and chiefs of specialty departments, including radiology, pathology, and anesthesiology. We gave formal presentations about the uninsured and Project Access at medical grand rounds and section meetings. We used email to engage individual specialty providers, and we published articles in medical newsletters and in the lay press. Finally, the members of our team who were also members of the New Haven County Medical Association reached out, individually, to their constituency. Third, we engaged funders. While other Project Access programs were started with large federal or foundation grants, such funds were not available to us. We focused on local foundations, hospitals, and the medical community to support Project Access. These groups were most informed about the downstream effects of limited access to care for the uninsured. Several local foundations have missions to fund projects that reduce health care disparities and/or focus on improving social determinants of health. Hospitals were potential funders as well, as implementation of Project Access had the potential to reduce emergency department visits and hospitalizations. Finally, we recognized that substantive financial support from the medical staffs of both hospitals would serve the dual goals of educating our physician pool about the program and its projected merits, while simultaneously building investment in the outcomes of the project.
In engaging funders early on in the development process, we learned about state-wide goals for health care reform and about the priorities of some private foundations. This exchange was critical to informing the program's goals and outcomes of interest. During a meeting with the executive directors of seven local and state foundations, in which we presented Project Access and elicited feedback, we learned that funders were concerned with how this program might unintentionally worsen access to care for Medicaid beneficiaries, whereby preference for caring for PA-NH patients might lead physicians to drop out of caring for Medicaid beneficiaries. We appreciated this concern, and since then, a main goal of PA-NH is to reach out to providers who are not currently accepting Medicaid patients but also to ultimately expand the program to include the Medicaid population. This latter commitment has resulted in PA-NH engaging in a demonstration project with both local hospitals to study the impact of the program on the uninsured and its potential expansion to Medicaid beneficiaries. Ultimately, input from local foundations, hospitals, and physicians helped us to develop a model that was responsive to the health and health-related needs of the uninsured in New Haven, and that considered the potential unintended consequences of the model. Since that meeting, we have continued to coordinate PA-NH with other local health care reform efforts with the aim of optimizing outcomes for all vulnerable populations.
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Define the Goals of Project Access CBPR Fosters Co-learning and Capacity Building among All Partners. To define the goals of the program, we aggregated the local and external experiences with access to care for the uninsured. For example, from our discussions with two community organizations, we learned that communication among primary care and specialty physicians was poor. In bringing together physicians from primary care and specialty practices, each learned of the others' frustrations. Primary care providers often did not receive standard consultation letters from specialists. Specialists complained that little patient information was sent to them, and that it was difficult to reach the provider on the phone. These discussions challenged PA-NH to develop new systems to improve communication among providers. We developed new referral forms, requested emails and direct phone numbers of all participating providers, and developed a system whereby correspondence among providers goes through the patient navigators, ensuring the transfer and receipt of referral and consultation letters.
Establish Evaluation and Research Agenda
CBPR Integrates and Achieves a Balance between Knowledge Generation and Intervention for Mutual Benefit of All Partners. The research goals of Project Access are aligned with evaluating and improving the quality of the program, and supporting the sustainability and generalizability of the model. The research agenda consists of four parts: (1) identification of the sociodemographic characteristics, health and health-related needs, and perceived barriers to access among the uninsured; (2) comparison of wait-times and show-rates to specialty appointments before and after program implementation; (3) assessment of utilization and cost of health services rendered through the program; and (4) study of physician satisfaction with the program. There are several challenges to collecting data in this population. First, there is no integrated health information technology (IT) system, making it difficult to track utilization across hospitals and CHCs. Second, there is substantial variation among the CHC administrative record systems, and they are not easily queried; much of the data are collected by hand. As a result, it is difficult to compare and to trend referral wait-times and show-rates to appointments. Third, primary data collection must be balanced with time and space constraints, as often this adds responsibility to direct service providers. We are working to overcome these barriers. For example, to track utilization, we collect claims (cost set to zero) generated by specialty physicians, clinics, Expanding the Safety Net of Specialty Care for Uninsuredhospitals, and other volunteer providers. We have invested in an IT system, recommended by other Project Access sites, to house demographic information about patients, and to track process measures and outcomes, such as wait-times. We developed patient questionnaires, piloted in both English and Spanish, that are administered by a patient navigator; as requested by the patient navigators, responses to surveys are documented on paper and then entered into the database by a research assistant. For the demonstration project, we have budgeted for a full-time researcher, which will allow us to collect follow-up data on patient outcomes, measure physician satisfaction, and assess whether the program is effective in reducing hospital expenditures of uncompensated care.
Disseminate and Translate Research Findings
CBPR Disseminates Results to All Partners and Involves Them in the Dissemination Process. We have developed ongoing dissemination processes for sharing our findings with the local community, the professional community, and among policy makers, and past and future funders. These dissemination strategies were informed by the literature and other Project Access sites. In the local community, we are sharing key results and anecdotal patient stories with our partners in the form of newsletters, briefs, and frequent in-person meetings. We developed a website with information for patients and providers (http:// www.pa-nh.org). For the medical community, we have presented Project Access at medical conferences and workshops on urban planning initiatives, and we are finalizing a systematic review of the literature on physician attitudes toward caring for the uninsured and publicly insured. For policy makers, we have developed relationships with state and U.S. representatives of Congress, have created policy briefs, served on health care reform panels, and regularly updated both officials and their staff about Project Access. For funders, we report program activity and efforts toward expanding to the Medicaid population. In addition, we report the cumulative dollar value of the care and services that are rendered to PA-NH patients, demonstrating similar leveraging of funding dollars to donated care ($1/$4-$5) as other Project Access sites.
DISCUSSION
Under the PPACA, dozens of demonstration projects will be implemented to test new models of providing health care, such as accountable care 14 HSR: Health Services Research organizations and patient-centered medical homes. These demonstration projects provide important opportunities to study the impact of the project on the health care system (Rittenhouse, Shortell, and Fisher 2009 ). Yet how these projects will be implemented is not clear. Experience with managed care plans in the 1990s suggests that physicians, hospitals, and consumers may not embrace efforts to coordinate care (Shortell and Hull 1996; Feldman, Novack, and Gracely 1998) . One hypothesis is that these groups were never included in the design, conduct, or evaluation of the care plan. Our experience in using CBPR to implement PA-NH suggests that early inclusion and partnership are key for generating support and commitment to the model. In applying principles from CBPR, we were able to develop and implement a coordinated care model to improve access to specialty care for the uninsured. We built partnerships with an expanded safety-net of providers by engaging them in the process of designing, funding, evaluating, and disseminating results about the program. We believe that inclusion in all phases of the implementation process will have important implications for the programs' effectiveness and sustainability.
We involved policy makers at the front end of our work. We believe that linking grassroots efforts with local and state health policy agendas can help increase visibility, investment in outcomes, and ultimately, if effective, expansion and translation for other populations. Thus, from the beginning, PA-NH has been poised to deliver results on outcomes relevant to policy makers, including a sustained commitment from volunteer physicians, a positive impact on health disparities, improved patient outcomes, and a reduction in avoidable emergency department visits, hospitalizations, and readmissions. These data will help inform whether PA-NH is truly having an impact on the health care system; if so, then we may be better able to convince local legislators to support models that include patient navigation. One example may be to consider including patient navigators as part of the patient-centered medical home.
Lessons learned from the implementation of PA-NH may be particularly useful for other communities seeking to expand access to specialty care for their uninsured population (Grol and Jones 2000; Foy, Eccles, and Grimshaw 2001) . First, the expanded infrastructure of physicians and providers assuming responsibility for the care of the uninsured ensures that no one physician, practice, or hospital is overwhelmed. We have found that allowing physicians to dictate the terms of their involvement (i.e., number of PA-NH patients they see per month) has helped recruitment. Second, putting patient navigators at the center of the care plan has been well accepted by patients and Expanding the Safety Net of Specialty Care for Uninsuredproviders. As two-thirds of PA-NH patients are Latino, and 26 percent cite language as a barrier to accessing care, patient navigators must be bilingual but also bicultural. Data suggest that for vulnerable populations, having a patient navigator who can identify with them helps build trust and adherence to the care plan ( Jandorf et al. 2006; Petereit et al. 2008) . Moreover, physicians are more inclined to participate in PA-NH, as they can focus on addressing the medical needs of the patient, while patient navigators address the health-related needs of patients--which tend to be higher among patients with limited resources (Ablah, Wetta-Hall, and Burdsal 2004) .
Our description of the process of implementing Project Access has limitations. As with any single-location study, lessons learned may be considered too idiosyncratic to the specific circumstances in which the case took place. However, because one of our earliest goals was to potentially expand Project Access for Medicaid beneficiaries, we used established principles and overarching concepts to guide our process of engagement. In so doing, we believe that this process has wider applicability for other communities. Another limitation is that it is too early to determine whether Project Access will meet its stated goals. However, preliminary results demonstrate that we are reaching our targeted population; rigorous evaluation methods are established to study the programs' impact.
In summary, there is increasing interest in coordinated models to improve care delivery for vulnerable populations. Yet it is unclear who will be the drivers of these health system changes and what steps will be required for their successful implementation. Important lessons may be derived from our experience applying principles from CBPR to implement PA-NH that should be considered by communities and policy makers seeking new methods for increasing access to specialty care for vulnerable populations. 
